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follow than maximum diameter (Dm) when using 3D US
imaging.
Table 1.
Variable CT vs US (PC coefficient) CT vs US (IC coefficient)
Dm 0.885 to 0.962 (p0.01) 0.910 to 0.981 (p0.01)
Cm 0.883 to 0.948 (p0.01) 0.919 to 0.969 (p0.01)
V 0.955 to 0.992 (p0.01) 0.848 to 0.977 (p0.01)
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Objectives: Previous studies have shown that low so-
cioeconomic status is associated inferior outcomes and
increased costs in patients with cardiovascular disease. The
purpose of this study is to examine the relationship between
socioeconomic status, costs, and outcomes in patients un-
dergoing elective abdominal aortic aneurysm (AAA) repair.
Methods: A retrospective AAA database, which in-
cluded socioeconomic factors (household income, educa-
tion level and payor status), was analyzed over a three-year
period. Patients were stratified by income level (low income
[LI]  200% FPL [$42,400 for a household of 4], and
higher income [HI]  200% FPL) and analyzed for mor-
tality, serious adverse event (SAE) rate, and cost with
univariate techniques.
Results: A total of 243 cases were identified, 168 in the
LI cohort and 75 in the HI cohort. LI patients differed
from HI patients by mean age (73.10.6 versus 65.90.9
years, P0.01), female gender (19.6% versus 9.3%,
P0.04), high school graduation rate (54.8% versus 97.3%,
P0.01), government health insurance (89.9% versus
72.0%, P0.01), and presence of coronary artery disease
(41.7% versus 28.0%, P0.04). LI patients had a higher
rate of EVAR (47.0% versus 17.3%, P0.01) associated
with a higher total cost ($25,7651055 versus
$19,533886, P0.01). There were no differences in
mortality or SAE rate.
Conclusions:The equivalent mortality and SAE rate in
the higher risk LI cohort is a testament to appropriate risk
stratification and access to minimally invasive technology,
despite the higher financial burden associated with caring
for these patients. Future national healthcare policy must
account for heterogeneous resource utilization, as seen in
this study.
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Objectives: To quantify changes in aortic wall com-
pliance with 2D phase contrast magnetic resonance im-
aging (2D pcMRI) in intramural hematoma (IMH), in
order to improve the understanding of IMH and its
healing process.
Methods: 2D pcMRI images were analyzed from 8
patients that underwent an MRI at the Acute Aortic
Treatment Center of the Methodist Hospital DeBakey
Heart & Vascular Center at initial presentation. Of
those, 3 were diagnosed with IMH and 5 did not have
any aortic disease (baseline). Follow up images were
obtained using dynamic MRI scanning at intervals up to
2 years from IMH patients. Aortic wall motion was
quantified by maximum extension and contraction and
absolute correlation (CC) of temporal average displace-
ment with true lumen aortic flow using 2D pcMRI in
axial orientation.
Results: IMH thickness diminished for all cases at
follow-up: ( #1: from 10.3 to 0mm, #2 from 10 to 3.6mm,
#3: from 13.1 mm to 10 mm, average: 6.6 mm). Wall
compliance as measured by CC increased for case #1 (from
0.21 to 0.4 and 0.5) and #2 (from 0.54 to 0.73) reaching
statistical significance at FU 2 and FU 1, respectively. For
case #3, CC was statistical significant at presentation (0.87)
which did not change significantly at FU (0.62). Maximum
contraction and extension varied between 5 mm and 3.1
mm, respectively. Maximum wall motion (sum of contrac-
tion and extension) was largest for all cases at FU. For
comparison, baseline maximum extension was 2.5 mm,
maximum contraction was 2.0 mm and CC was 0.74.
Conclusions: Statistically significant recovery of wall
compliance in aortic IMH is seen with IMH healing. Max-
imum extent of diseased wall motion increased with de-
creasing IMH thickness.
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